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Abstract
We present perspectives of health care providetshmic staff on the implementation of a financial
incentive program for clients living with HIV in Bouisiana clinics. Interviews were conducted in May
June 2015 with 27 clinic staff to assess theirgrtves on implementation of the Health Models
financial incentive program, which was initiatedaptember 2013. Many providers and staff welcomed
the program, but some were concerned about sulsiitinand the ethics of a program that paid paten
to receive care. Most said they eventually fouredpgtogram to be helpful for patients and clinic
operations in general, by facilitating partnerstipswveen providers and patients, improving appaamtm
keeping, providing opportunities for patient edimatengaging patients in care, and helping patient
form new prevention habits. The findings can imgronderstanding of staff and leadership perceptions

of incentive programs and can inform planning andlementation of these programs in the future.

Key words: health care providers, HIV treatmenteimtive program, program implementation, viral

suppression



Perspectives of HIV Clinic Staff on the Implemeiatof a Client Financial Incentives Program
Targeting Viral Suppression

Inconsistent adherence to antiretroviral therapg TAfor HIV may result in reduced treatment
efficacy (inability to achieve viral suppressionjore resistant viral strains, and progression D3\l
(McNabb et al., 2001). Many programs have aimacfwove medication adherence and rates of viral
suppression for persons living with HIV (PLWH) bropiding education about the importance of
adherence, technology to remind patients to tagie thedication, and financial incentives to remain
adherent (Nieuwlaat et al., 2014). Because fatimiggtend clinic visits is a significant predictfr
treatment failure, medication adherence progranie hbso targeted appointment keeping (Lucas,
Chaisson, & Moore, 1999).

Programs that aim to improve rates of viral supgioesfor PLWH must consider external factors
that impact individual ability or likelihood of atding clinic appointments or consistently taking
medication. PLWH have demands that compete wittttheare maintenance, such as work schedules or
family obligations. Stigma may impact appointmeeéjging or adherence to medication because of fears
of disclosure of HIV status (Mahajan et al., 20@Jyuctural barriers, such as transportation, nisy a
impact adherence (Coetzee, Kagee, & Vermeulen,)2011

In this paper, we address a gap in research reggfidancial incentive programs designed to
increase viral suppression. Successful implememtati a program such as this requires an undeiisigind
of the organizational and staff contexts (Damscérad al., 2009; Fixsen, Naoom, Blase, Friedman, &
Wallace, 2005). Although research has suggestednttentives may be an effective method for
improving medication adherence for PLWH (Petry, iR&yrne, Ashraf, & White, 2012), the success of
incentive programs is dependent, in part, on thedeptability to the clinic staff who facilitateeth
programs. There is evidence that providers’ opisiom financial incentives programs improve after
implementation (Greene et al., 2014), but theteniged research on perspectives of clinic staff on
incentive programs for patients with HIV, provideillingness to participate in such programs, or
strategies for improving implementation. Unlessiclieadership and staff support the need for ataev

2



of new innovative strategies, the program is uhjike be implemented well or achieve desired outesm
(Lamb, Greenlick, & McCarty, 1998). Understandimgfisand leadership perceptions of such programs,
which are unfamiliar and potentially controversi@n inform planning and ultimately improve the
implementation of these programs.
Financial I ncentive Programs

Financial incentives programs aim to impact hestigttus by increasing the benefits of adherence
to medication or other health-related behaviorgiigng in the 1970s, monetary compensation wad use
to incentivize abstinence from substance use foemts with substance abuse disorders (Lussiet, Hei
Mongeon, Badger, & Higgins, 2006). Financial incext have been used to improve patient adherence to
medication regimens for communicable diseases asithberculosis and hepatitis (Giuffrida &
Torgerson, 1997; Petry et al., 2012). Similarlgaficial incentives increase the likelihood thatques
will attend appointments for preventive care (Lasgt al., 2006). While the incentive amount arrdnfo
(e.g., voucher, gift card) can impact the effegta®s of these programs, offering financial incergito
patients significantly increases their likelihoddabstaining from drug use and improves appointment
keeping and medication adherence (Lussier et@)§2

Randomized controlled trials have demonstrate@tfeetiveness of financial incentive programs
for improving some health-related behaviors anémivizing behavior change. Financial incentivegeha
successfully improved the likelihood of losing wetigind of smoking cessation in randomized coniiolle
trials (Volpp et al., 2008; Volpp et al., 2009).tBin a study of persons with diabetes, peer marmaras
a more effective intervention for controlling gleeothan financial incentives (Long, Jahnle, Rickand
Loewenstein, & Volpp, 2012). For patients with sevmental iliness, financial incentives were
associated with an increase in adherence to pgyichtigatment, although the effect did not perafttr
incentives were removed (Burton, Marougka, & Prjeti 0).

Recent literature reviews related to financial moeess for HIV treatment adherence
recommended that such programs consider how ecoreomdiexternal factors affect individual client

behaviors by including components of both econadheory and behavior change theory (Bassett,



Wilson, Taaffe, & Freedberg, 2015; Galarraga, Gemhdartin, Laws, & Wilson, 2013). For example, in
the Galarraga et al. (2013) conceptual model, willicstrated the multilevel determinants of medicat
adherence, individual client factors such as mtitimaand self-efficacy, along with the time andafircial
costs of ART, impacted client medication adherearad ultimately, their viral loads. These relatioips
occurred within the context of individual (insuransocioeconomic status), interpersonal (stigmzako
support), and societal factors (social servicem)texts impacted access to care and likelihoo@ekiag
care and, consequently, remaining adherent to ARal4traga et al., 2013).

Research on the effectiveness of financial incestirograms for PLWH has been mixed.
Several randomized controlled trials have investigahe effect of financial incentive programs alv
load, linkage to care, and retention in care, batrhajority of these studies have not reportedhigist
improvements in viral load, linkage to care, oergion in care (Metsch et al., 2016; Rigsby et2401Q0;
Rosen et al., 2007; Sorensen et al., 2007). Sesterdies have reported short-term improvements
(Galarraga et al., 2013), while others reportedrawpments for specific populations, such as persons
treatment failure, or clients at certain sites hsas clinics whose clients had low average levielsral
suppression (El-Sadr et al., 2015; Javanbakht sBro&rimes, Weinstein, & Farthing, 2006).

Improving medication adherence and appointmentikgegan improve patient health as well as
reduce treatment and clinic costs. Clients livirithwdlV who are in regular care overall have better
health outcomes than patients who are not in regal& (Horstmann, Brown, Islam, Buck, & Agins,
2010). When clients miss scheduled appointmendy, tiss needed health care, and missed
appointments impact clinic efficiency and increelsgic costs (Deyo & Inui, 1980). Financial incerdi
programs for ART adherence and achieving viral seggion aim to improve long-term health status,
minimize economic costs related to treatment fajland reduce community risk by decreasing patient
viral loads.

Health M odels Financial Incentive Program

We provide information here regarding clinic stadfceptions of a financial incentives program

for PLWH in selected clinics in Louisiana. Staffmigers involved in implementation of the program
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included direct providers of health care, suchtasigians and nurses, as well as staff in sociaiss,
administrative staff, and client support staff. Bus reason, we included perspectives of staff who
provided services for clients from a variety offigssional positions. The Health Models incentive
program was implemented in New Orleans, LA, andB&ouge, LA, from September 2013 to
September 2015, in partnership with leaders at eftiie participating clinics. Health Models was
implemented as part of the Centers for DiseaserGlaatd Prevention Care and Prevention in the Wnite
States Demonstration Project (CAPUS), which aimetiuce health disparities among people of color
living with HIV. The Louisiana Office of Public H&h Sexually Transmitted Diseases (STD)/HIV
program (2013) was one of eight CAPUS grantees.

In 2013, Louisiana ranked third highest in AIDSeastes and eleventh in the number of AIDS
cases diagnosed in the nation (Office of PublictieaTD/HIV Program, 2013). African Americans
accounted for 68% of PLWH in Louisiana, and the Hisgnosis rate for African Americans was five
times greater than that for White persons. In 20086 of persons newly diagnosed with HIV were
African American. The Baton Rouge Metropolitan Btatal Area had the third highest rate of new AIDS
cases in the country in 2013, and the New Orleagsdyiolitan Statistical Area had the fifth higheste
(Office of Public Health STD/HIV Program, 2013).

In September 2013, the Office of Public Health SN/ Program implemented Health Models
in three HIV specialty clinics, two in New Orleasuisd one in Baton Rouge. When the program was
implemented, the three clinics collectively sereggroximately 1,700 patients, of which 54% were
African American. At the time of program implemeida, only 49% of the clinics’ combined patients
were virally suppressed.

The Health Models strategy is a pay-patients-fafgueance intervention that was originally
offered to all new and existing patients at thedhparticipating clinics. It provided PLWH at tHanics
with financial incentives to attend clinic appoirnts, to attend referral service appointments,tand
achieve and maintain viral suppression. Initial lenpentation of the program was consistent in theeth

participating clinics. One year into the progratth& clinic that served a larger population tham t



others, program coordinators prioritized clientowyere newly diagnosed, returning to care aftemdpei
out of care, and recently released from prisoraibrProgram coordinators at each clinic used hrdefe
management techniques to enhance client navigatiat stages of care, engage and retain clients in
care, encourage treatment adherence, and refetsclecritical support and prevention servicegeris
were provided financial incentives for the followirattending first intake or reengagement appointme
($50 USD), attending lab appointments ($10 USDgnating care appointments ($20 USD), attending
appointments to a referred service ($10 USD), ahieaing or maintaining viral suppression ($75 USD)
Health Models coordinators purchased, distribuded, monitored all incentives. The goal of Health
Models was to increase the proportion of clientsanh of the three clinics who were retained i car
who achieved viral suppression, and who maintauned suppression. The scope of the program was
broad in that it intended to incentivize behavibaige for those in care as well as those out ef ¢ar
those who were in care, Health Models providedritiges to stay in care and to reduce viral loads. F
those who were out of care, the Health Models progorovided incentives to reengage or link to care
and to subsequently reduce viral loads.
Methods

In May and June 2015, semi-structured interviewseveenducted in person with 27 staff
members at three HIV specialty clinics in Baton @and New Orleans who were not involved in the
design of the financial incentives program. Thiglgtis part of a larger research project determinedn
external institutional review board not to congéthuman subjects research. These interviews were
conducted with clinic staff to gather program-sfieénformation in the form of program evaluatidn.
our study, we included all clinics that particighte the incentives program. The clinics were deléc
because they provided health care for a large ptiopoof PLWH in the New Orleans and Baton Rouge
areas. Interviews were conducted with a convenisao®le of staff from administrative, medical,
nursing, peer support, case management, behatieaith, and reception departments at each site.

The Office of Public Health STD/HIV Program Healtodels program monitor worked with

program coordinators and clinic directors at eatehts develop a list of 10 potential interview



participants per site who had experience with ticerntive program and who had varying levels of
interaction with program clients. All staff on tledésts were contacted and asked to participad@in
interview; three failed to respond to multiple regts by email. Nine staff members were intervieated
each clinic about their perceptions of the progesaeffects on clinic operations, relationships betwe
staff and clients, and client engagement with hezdre. Interviewees included seven clinical staff
members (e.g., hurses and physicians), five seetaices staff members (e.g., case managers aiad soc
workers), seven patient support staff members, (elgs coordinators, receptionists, patient naaigat
and eight administrative or supervisory staff meral§e.g., chief executive officers, medical diresjo
The three staff members who did not respond taeguests for interviews worked in social services a
patient support services.

An interview guide was developed based on resegqrehtions, which aimed to identify staff
perceptions of the adoption and efficacy of thegpam, client responses to the program, and eftacts
client engagement, staff-client relationships, elivdc operations. The interview guide included dufo
questions followed by open-ended probes and follpvguestions to elicit information about the reskar
guestions and any new themes that emerged frointdr@iews. The interview guide included questions
about implementation of the prograkivt{at was the general reaction staff in this clinic had when they
learned this strategy would be implemented here?); effects on clients, staff, and clinic operatiaverall
(Could you tell me about whether the program has affected the normal clinic operations at all?); and
sustainability of the prograntpw sustainable do you think this programis for HIV care?).

Semi-structured interviews were conducted by tveeaech analysts trained in qualitative data
collection and overseen by senior researchers.ifii@oviewers were present during each interview.
Interviewers received the same training and useddme protocols to ensure consistency across
interviews, and interview recordings were reviewedssess fidelity to the protocol. Prior to each
interview, participants gave verbal consent ancevessisured of confidentiality. Participants were not
financially compensated for participating in intews. Interviews lasted approximately 20-45 minutes

All interviews were audio-recorded and transcribislo research analysts reviewed transcripts
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of the 27 interviews, identifying patterns in resgdents’ answers to the research questions as svell a
emergent themes, and then coded them using appéethtic analysis (Guest, MacQueen, & Namey,
2012). A senior researcher monitored initial codiangd researchers met regularly during the coding
process to ensure inter-coder reliability. Becanfdaitial review and regular meetings about coding
consistency, no inconsistencies emerged in thengodiranscripts were coded using Microsoft Excel,
first based on the research questions, and thexdlmasthemes that emerged from the interviews. We
assessed whether responses to the key researtioggiearied based on type of staff member anddase
on the clinic location.
Results

In 27 interviews, clinic staff described their expaces with the implementation of the Health
Models financial incentives program. The prograns wetiated in September 2013, and the interviews
were conducted in May-June 2015. In this sectiesults are organized based on the original research
questions as well as themes that emerged frormntbesiews. We discuss initial responses of clitédfs
to the program, concerns raised by intervieweasepéions of the program’s impact on client behes/io
and clinic operations, and perceptions of the Itarg: value and sustainability of the program.
Overview of Reactionsto the Program

We asked interviewees about their initial percastiof the program and about whether the initial
response changed over time. Initial reactions égottogram were mixed. Most staff members welcomed
it as an opportunity to provide additional serviteepatients (78%n = 21), but others considered it an
inappropriate use of funds (22%:= 6). Staff members who worked in social serviessled to view the
program more positively from the beginning; thodewere initially opposed had a variety of
professional positions. After the initial implematibn phase, some staff members remained skepfical
the ethics of the program, but all respondents¥d;00= 27) said they eventually considered it helpéul f
patients and for the clinic overall. Support did wary based on clinic or location. Most particitmat
the clinics welcomed the program initially, and@ahsidered it helpful at the end of the program.

Below we describe this transition; we outline gAptnts’ concerns about the incentives program
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and ways in which they viewed it as helpful. Thessctions can inform efforts to implement financial
incentive programs for various medical conditiond health behaviors in order to ensure acceptaice o
the program by clinic and program staff. For stetffo changed their opinions of the value of the oy
or its ethics, we delineate the reasons they peavid explain this change. Of those who were ihjtia
opposed, all raised concerns about the ethicpofgram that paid patients to receive health ddpst

of the staff said that they eventually believedphegram to be helpful, but some retained init@aerns
that it was an inappropriate use of funds.

Whether they changed their minds or not, the migjofi persons we interviewed said that, by the
end of the program, they believed that the prognatped them provide better care for patients and
helped clinic operations run more smoothly. Ingketions below, we first outline the opposing
perspectives held by clinic staff at the starthaf program; then we turn to a description of threqiged
benefits that many said ultimately persuaded ovicmed them that the program was an acceptable or
even welcome tool in their efforts to reduce cligindl loads. By the end of the program, most clistiaff
believed that the program improved appointment ikegpy clients who were provided financial
incentives and that it allowed them to assist pagigith nonmedical needs. Some saw the prograan as
opportunity to impact community health beyond thieic's patients. Finally, we discuss participants’
perspectives on sustainability and long-term impaéthe program — some believed that the program
prevented more costly medical problems in the &jtwhile others worried that the program was not
sustainable on a large scale.

Initial advocates. Although there were some initial dissenters, nstaff members said that they
had an initial positive reaction toward the progtamtroduction in their clinics, describing it as
welcome opportunity to provide additional care aesburces to clients. A medical case manager kaid t
clinic staff were enthusiastic about implementihg program because they would be able to serve
additional clients, saying, “Well, we gonna haverenpeople getting into care. And, that's one of the
things we would talk about. Everybody was excited.”

Staff members who had close contact with patieaiththe financial incentive would be a strong
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motivator for low-income clients and might help wed barriers to care. A client-services staff membe
said, “I thought it was a way to keep people endageare because | know it is challenging to keep
certain groups engaged in care for multiple regswhsther it be barriers or access or just distigte
system.” Several described the program as an apptyto provide additional resources for clieritatt
otherwise would not be available. One nurse said,

| thought that it was a great — a great prograimetp the patients ... You know, they may

need it for groceries ... It just all depends omtieed of that particular client, and all of

them can use some extra funding.

Initial dissenters. Some staff remembered that they had initiallynh@ssistant to the idea of the
program when it was first announced. Several $eitlthey or their co-workers questioned the ethics,
fairness, and practicalities of the program. A &aat one clinic said that other administrativéfstad “a
basic, philosophical outlook that [the program]uddanot be necessary.” Others questioned the leng-t
impacts of the program and the potential for tleeimives to be used for harmful purposes. A nurse
practitioner described initially feeling that theogram was “a bribe to take your medicine, and]siagd
a few mixed feelings about that.” Another staffqmr described having reservations despite
understanding the reasoning for the program, sayimpwing the reason why it's being done and
making sure that people are virally suppressed, th@akes a lot of sense, but initially ... | tighti these
people are crazy.” Others expressed concernshtbgtrogram would be a burden on staff members, that
it could lead to a sense of entitlement among tdieand about the potential for the incentive tilitate
harmful behaviors.

Participant concerns. The most common objection to the program wasagieement with its
premise — providing a financial reward for recegymealth care. One clinic leader described a belief
among other administrators that clients should tpkesonal responsibility” for their care. Others
expressed disbelief that clients with medical needsired additional incentives to access available
health care. One provider said, “It just bewilders that someone has to be incentivized to takeafare
themselves, to be healthy, especially when theisaither free already or, you know, very inexpess
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to them.”

Some said that they worried that Health Models wawlerburden already busy staff members;
others described a busy adjustment period as slericolled many new clients in the program. Ifigial
staff said that implementation was hectic, paréidylas many clients learned about the program and
became interested in enrolling. For example, ajiglity screener noted that clients were very iegted
in the program early on, saying, “With the tramsiti.. the population’s growing, and the work is
increasing, and the phone calls — because thosewst®already in the program knew that, you know,
they were entitled to the incentives.” A leadeoa¢ clinic, who ultimately reported being satisfigith
the program, said that his clinic initially strugdlto implement it because staff were already lamsly
because of the clinic’s small space.

Another concern about the program was clients'afighe incentive money. Some nurses and
client care staff worried that clients would use fimancial incentives for items that would further
deteriorate their health. One client care staff inensaid, “I know that they automatically are goiago
down to the convenience store on the corner, asygldhe going to spend their money getting [alcohol]
A staff nurse described her suspicion that sonemtdimight use the money for unhealthy behaviors:

Some of our clients that are definitely in needi@ on a fixed income, they really do

appreciate it, but, on the other hand too, we lstille those clients that we suspect,

because of course we haven't seen this, that dmulgsing the money to engage in

harmful behavior.

Another nurse said, however, that the program vefiEflid regardless of how clients used the incentive
“But they made the appointment, and they are dgow. They may have an alcoholic problem, but they
made their appointment, and their numbers are gaixity

Growing support. All respondents who were initially skeptical bétprogram said that their
opinions changed after they saw the program inatjger. For example, a case manager said that
perspectives of several staff members changeceitdinic once the program was implemented, saying
“Definitely people were naysayers ... but thattatk® has certainly changed.” Another staff member
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acknowledged having concerns about the ethicseofiitentive program, but felt it was successful
regardless, saying, “People should want to be ingdbut sometimes | think the incentive is a push f
them to just kind of get them involved and get themmgaged in their own health.” One manager destribe
how his opinion changed over time:

Incentivizing care, | hated. | did not wanna do.it can't say | fought it, but | just

doubted that there would be success in this ..glad | was able to keep that in check

through this because | think what we have sedmaisit makes a difference, regardless of

my personal views and opinions.

Other staff members said that they had reservatibost the ethics of the program but that it was
a cost-effective means to improve client and comtyurealth. For example, a client services provider
remained concerned about the program’s rationatesdid, “The way | can get behind the program is |
translate that into then there are less peopléngétifected.” A nurse expressed support for thregpam
despite concerns about its rationale: “The fadtweire conceivably, you know, helping slow theesmt
of HIV, that, to me, is the larger picture, the monportant thing, rather than the fact that weireng
somebody money to actually come to their appointmén
Perceived Benefitsfor Clinics, Patients, and the Provider-Patient Partnership

Most participants said that the program improvédgiclperations along with helping care for
patients. Nearly all said that the program helpedide needed resources for patients outside tygesc
of what the clinic was able to offer. Some providsaid it helped them to form better partnershiils w
their patients. For some, the program gave thengmpportunities to provide education about HIV to
patients, which helped to build patient intereghigeir own health and to modify some patients’ oate
expectations related to HIV treatment.

Resources for patients. Some of the people we interviewed said that ttletnts struggled to pay
medical expenses, and that they used the inceiativiset these costs. Medical costs, which varied
depending on client eligibility for assistance paogs, could include insurance premiums, medicatmn
payments, and treatment for other health problériy. treatment is still really expensive,” said one
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project manager, “and the burden of HIV is stittdd ... by a population who has extremely limited
financial resources.” Staff members said that thieised the incentives for co-pays for their metioa.
A leader at one clinic said, “It helps because ewgith HIV have higher — high costs. They gengrall
have a number of health problems ... so it's notlilst medications, but other medications that he
takes.” Another staff member said that the incentikogram could be helpful for clients who were
ineligible for other assistance programs. “Wholyesiliffers,” she said, “are those middle-class$oiho
don’t necessarily qualify for some of the prograsnshat one single person who ... has all those other
bills and things and has to meet his deductiblaisown.”

Other staff members said that they believed ttatrtbentive helped them address clients’ other
needs that could interfere with HIV care. One shid some patients “prioritize other things abdwirnt
HIV care, just because they have things to take caat home or other family members to take céfe o
A nurse said that some clients could not afforthies work to attend appointments and that the ingen
helped clients stay in care. Others said that ©digeed the incentive to pay utility bills, buy geoies,
and pay medical bills. Another nurse said, “I hatlient the other day saying that she needed tdhpay
light bill ... So what good is our meds gonna da ifoyou don't have a proper way to refrigeratemigé
Similarly, a social worker said that clients uske incentive for food or transportation, sayinghisr
client might need to go and make groceries todathis client might need gas.” Other staff members
described clients using the incentive for childsesthool supplies, transportation to the clinidetdes,
and clothes for work.

Improved appointment keeping. Participants told us that the program improvéaclperations
by improving appointment-keeping. Some interviewssad that missed appointments could be costly and
that clinic staff “often struggled with what coul give, what could we do to encourage patienkeép
their appointments.” Missed appointments reduckicokfficiency and provider time for caring forhatrr
patients. A manager at of one of the clinics dégctithe problem of planning around missed
appointments, saying,

| was anxious to participate in the program becausee had a certain amount of no-
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shows that were obviously not good for our clinge@tions. You know, that's always

troublesome in your clinic, that no-shows creatertbed to overbook, and then that

becomes unpredictable, and that stresses theastdthe providers. So, my main interest

was in reducing the no-show rate.

Most believed that the program improved appointnkerping, which improved clinic
operations. One nurse said, “Those clients whalefiaitely harder to reach, they are really, really
adamant about making sure that they get here toappointments, taking their meds because thewkno
that they will get that income, and it really déwdp them.” Another nurse said, “People who aréhen
program show up more for their regular appointmé@sher staff echoed this perception. “I think e
definitely been a decrease in no-shows,” said ooggt manager. “| think these clients are deflgite
coming to their appointments more ... They justasserdefinitely follow through with something thag
were not able to get them to accomplish.”

Forming partner ships with patients. Several providers said that the program improved
communication and helped build rapport with theitignts. Some believed that the extra interactions
explaining the program’s requirements and trackiatient progress improved relationships with ckent
and increased clients’ willingness to discuss tlgrbsis. One nurse said that discussing the iiveent
program helped her relationship with clients beeatidefinitely helps me know my patient bettei”
director of clinical services said, “The incentiwegram for this population encourages them to come
[and] maintain a relationship with your primary ypicter.”

Many interviewees said that the program facilitatadng for patients because the patients were
more engaged in their own health care. A medicakttir said that after the program began, “Sontbef
people that previously didn't care ... they're ngrinow.” Another described the financial incentage“a
nudge to want to be virally suppressed.”

Some providers said that they were better ablgptam the details of the diagnosis and
treatment because clients were more engaged aad askre questions. A screener said that clients “ar
asking more about their care because they [argmieg more engaged, and they want to understand
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what's going on with their bodies.” Another saidthafter the program began, “[Clients] are more
concerned about their CD4 counts. They are moressard with their numbers going up because they
know the higher their numbers, more incentiveWhat can | do, and am | doing this right?"” Several
participants said the clients asked more questobosit their lab results because of the incentiegnam,
and that it “helped them to get more involved ieitltare.” Several others said that they saw better
adherence to treatment regimens as a result @frtgeam.

Although the majority of staff reported that theysimproved client engagement because of the
program, this was not always the case. A few datisome patients remained unchanged by the
program. For example, a nurse said, “For somematié’'s worked well; for other patients, theyjtest
getting their $35.00 and are happy.” Similarly,rajgct manager said some patients were not ready to
engage in care despite the incentive.

Opportunities for education. Many interviewees said that they had more oppities to educate
clients about health care and HIV treatment becthesecentives increased attendance at appoingment
Some described having difficulty explaining fadb@at HIV and the importance of adhering to treatimen
before the incentive program began, and that thgram increased client understanding of the chnic’
regular education. For example, a nurse said, “Eveagh we educate clients, some clients really sti
don’t understand CD4 and viral load, but it seemi) this program, they really get it.” Several pans
said that they believed that clients’ knowledgeultitheir health care and what their numbers mean”
improved during the program.

Several staff members also said that the progriowed them to better address clients’ high-risk
health behaviors because of better appointmentkgenmd better rapport with clinic staff. A caserler
described the need for education about risky behsand said that the program helped addressebid: n
“They didn’t know about HIV, of sharing of needl@sostitution, being unprotected sexually, you know
... S0, go get your money, and come back, and Bitheyou some more stuff.”

For clients who were newly diagnosed with HIV, gd®rs said that the incentive was a
particularly useful tool because “the initial engagent in care is probably the most crucial.” These
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providers said that the incentive helped to engeeydy diagnosed clients in learning about and
managing their HIV care. A medical director sai/ith the newer patients, you get a chance to teach
them from the ground up, and that’s a great tineatee those kind of programs in place so that dagy
learn right from the beginning this is important.”

Some providers said that the incentive was hefpfubroviding education for clients even if they
were frustrated because of the program. A nursktbat some patients became upset if they were
ineligible for a particular incentive, but that siias able to use this frustration for educatiornuabo
working toward a lower viral load: “If their virdbad isn’t, you know, within the right range to de¢
gift card ... they kind of get pissed off abouttthabut it's an education opportunity.”

Helping clients form new habits. Some participants said that the incentives hetpenh teach
new habits to clients who had limited experienchwreventive care. A case manager said, “Wellness
visits are a brand new idea for a bunch of folks Hire participating in the program,” and, by irsiag
clients’ likelihood of attending appointments, pidars had more opportunities to explain the imparta
of preventive care to clients who typically onlgited the care provider when very ill. Another case
manager said that, over time, some clients’ inititérest in the incentive changed their approach t
preventive care:

In the beginning, you had some that was just §tratiout the card, about the money.

And as time goes, those very clients ... shift geaAfter a while, you start to see them —

sometimes they don't even get a chance to go geetddrds because they forget about it

because they have already, “Oh, I'm on my appointsni® get my labs. The doctor is

saying I'm doing good. I'm virally suppressed.” ¥lue the little dances.

Several participants believed that the programisevavould last after it ended and that patients’
new habits would persist even without the incemstiv@ne interviewee described it as “a reward system
So, if you do this and be good with this, then thigour reward for doing it, until eventually, whgou
do remove the reward, it's an automatic resposeadministrator believed that clients would stay i
care because the program improved rapport withiplays and nurses. She said, “We should also be
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doing enough education that, hopefully, it'll be@aecond nature to them.” Another staff member
expressed a similarly hopeful outlook: “If it staga]y | think the people would still be engaged aiidbe
proactive ... 95% of them would still do what tteg supposed to do basically to remain virally
suppressed.” A case manager said that, while satnengs might fall out of care again, the majority
would “attempt to maintain those skills learned.”
Engaging patients and modifying outcome expectations. Participants said that the
program also helped to incentivize treatment fmnts who were initially overwhelmed by the
requirements of treating HIV infection and who diat expect their health to improve. A
physician explained how some clients saw progresisdir health status over time, illustrating
why the short-term incentive helped to engage Wdienitially:
| think when a person first comes in, they're ngédleling bad, and | think in their minds
sometimes they doubt whether they're going to theder. And then, about 6 months to a
year later when they are feeling better, and treegained weight, and they look better, |
think it finally sinks in to them that, yeah, ifdke these pills then I'm going to be better.
I’'m going to feel better.
For these clients, the financial incentives helpexviders work with clients to build a sense ofafty
about their health care and treatment. One casageasaid, “Maybe the money got them kick-started o
it, but now that they are forming habits and feglietter and feeling like they can do this.”
This point was echoed by others. Clinic staff $h&l believed the program improved adherence
to medication and treatment regimens, which, avee,tled to improvements in health. Specificalhg t
incentive operated as a short-term bridge for tdiégmget to a point where they could feel betieryhich
point they could see the value of adherence tontrexat and were sufficiently motivated to remaircame.
As one staff member said:
People want the $75 or however much to become aai@ddte; once they become
undetectable, that's like a milestone for them.tBey know that their risk of
transmission is reduced, and they are probabljnigel lot better than they were when
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they were initially diagnosed ... That by itselpiobably the determining factor,

knowing that, yes, you still have to live with thimit you don't have to be sick or

anything like that, and you can still protect ypartners and yourself.
In particular, nurse practitioners, case workemns, @her client care professionals reported seeing
differences in the health of clients who were gifiaancial incentives to engage in care. Somebaiteid
higher rates of viral suppression to the finaniciaéntives program.
Community Health

Some participants said that they viewed the program way to protect community health
because HIV is a communicable disease. They saidtthreach extended beyond its effect on an
individual patient’s appointment keeping and hehhbits, because that patient’s new protective
behaviors and reduced viral load reduced the fiskaasmission to other community members. A nurse
said that, if more clients had undetectable vivatlk, they were less likely to transmit the infattio
others: “By keeping others virally suppressed, vecimproving community health and ... decreasing the
health care costs because the virus is not beiregd An administrator said that she supported the
program because it could improve health outcomegusbfor clients but for the community as a whole

We're talking about a communicable disease. We'r¢atking about your diabetes ...

We're talking about a disease that you can giv&toeone else, and, if we can virally

suppress you, ... we can ensure that you don't gleesomebody else.
Sustainability

For many patrticipants, their overall perspectival@program depended on whether or not it
would be cost-effective and sustainable. Many peeckthat it would prevent longer term, high cost
health problems and that it was cost-effectiveliat reason, but others worried that it would ret b
sustainable over a long period of time.

Many of the clinic staff said that the incentivesgram could be cost-effective if it prevented
more expensive treatment and transmission of tieetion to others. One chief financial officer
described the program as “much cheaper ... than fEpgihhundreds and hundreds of thousand dollars
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on care after someone becomes ill.” Similarly, pr&vider discussed the program’s impact on thentdie
being treated and their reduced likelihood of tnaitiing the infection to someone else:

| try to think of it in a more grand view as infsomeone — if we're keeping someone's

viral load low, then they're less likely to pass you know, the infection, someone else

with an infection of HIV ... | do think the tradda$ worth it if truly what we're spending

is, like, $200.00 or something small compared sinee | know how much medications

cost — thousands that we could be spending.

Others, however, remained skeptical about the pragr sustainability, particularly if more
patients began to participate. One nurse saidhtiltchave a clear understanding of how it could fas
thousands of people over, you know, 5, 10, 15 ye8mme acknowledged the sizable initial investment
required for an incentive program. A chief finahaicer said she believed the program had been a
success, but noted that smaller clinics would ectlle to independently fund a similar program:r“Fo
us, it works really well, and it is, like | saidheaper in the long run. But smaller agencies argmona
have that kind of money.” Finally, a case managaried about the lack of research on incentive
programs, asking, “What are the long-term implimagi of this? ... Is there something that we are not
considering, or are we creating something that sustainable?”

Some participants said they were concerned thairtbgram offered only a temporary solution
and that ending it could negatively impact patieBStame said they believed that patients would netoir
old habits and drop out of care if the incentiviepped, particularly if they needed to miss wornktfee
appointments. A project manager said, “My only aanaovould be that the funding would stop, and then
clients would say, ‘Well, I'm not showing up for myedical appointment.” Similarly, a nurse said
patients would “probably go back to their old pattef missing more doses.” Another staff member
expressed concern about new patients diagnosedtadtprogram’s end, saying, “If someone was newly
diagnosed and said that they knew that this progrsed to exist or something like that, it may oyma
not discourage them.” One staff member questiorteethver clients would continue to engage in care
without the financial incentives, asking,
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Are you really creating those kind of good relasibips and good health habits, or are

you just throwing money at people, and, the segodstop, they stop coming to their

appointments? What are the long-term implicatidithig?

Most staff members, however, expressed the hopehtgrogram would continue in the future.
Several participants referred to early skepticisih lmow some opinions had changed. For example, a
nurse said, “Initially, | felt that it's quite ridulous, but, after a couple of months, and we $ealv t
especially more of our non-compliant clients werally engaged, we really encouraged and appreciated
the reward.” A manager at one clinic, expressiefange of perspective echoed by others we
interviewed, said, “I've learned a lot ... If we'maly serious about making sure people have atoess
care, get into care, and stay in care, we have thihgs that we may not necessarily personallgag
with.”

Discussion

Provider perspectives are a key factor in the gffeémplementation of an incentive program. In
our interviews, many clinic staff said that theyideed that the financial incentive program beresfit
clients and that it facilitated clinic operatiomdgproviders’ treatment of clients. While most imtewees
viewed the program as helpful, several noted carscabout the premise of the program as well as its
lasting effects.

Although some clinic staff said they were opposethé program when it began, most considered
it helpful for the practice and their patients. Soparticipants, particularly those who worked iniab
services, were more welcoming of the program froenlteginning and considered it an opportunity to
provide needed resources to clients. Others rema@pposed to the premise of the program — thattslie
were being paid to receive medical care — but ntitatlit successfully engaged clients in care despi
their reservations. These findings can inform immatation of other financial incentive programs for
PLWH or other diagnoses by providing a contexitfier program and suggestions for how it could
augment clinic services or complement providerstraships with their patients. Future researclukho
address provider concerns about the long-termtsftéfdncentive programs.
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Our interview data suggest that the staff felt thatprogram facilitated provider abilities to care
for their patients, many of whom were from high-ti®eopulations. Interviewees suggested that part of
the program’s value was that it reduced some bartieobtaining care — for some clients, it addedss
needs outside the scope of what the clinic wastalpeovide, and, in doing so, facilitated provier
treatment of and partnership with these patientaistStent with Maslow’s hierarchy of needs (Maslow,
1943), PLWH who had competing needs, such as fmt & shelter, might, as one provider stated,
“prioritize other things above their HIV care.” Beaipants reported that the incentive served asbfor
them to address some patients’ competing needs.

While data are limited on the effect of incentivegrams specifically for PLWH, the perceptions
we found were consistent with positive effects adimation adherence and appointment keeping
reported for similar programs (Giuffrida & Torgensd 997; Lussier et al., 2006; Petry et al., 20IRg
expense of missed appointments for hospitals anidslhas been well documented (Gupta & Denton,
2008; Moore, Wilson-Witherspoon, & Probst, 2001)d ain our interviews, clinic staff believed the
program improved clinic operations because fewasead appointments partially alleviated the need for
clinics to overbook their schedules.

The interviews also suggest that the staff perceareimprovement in the clinician-patient
partnership because patients were more engaghdiircare and motived to learn about treatment.
Managing HIV care, as with other chronic healthditians, requires a partnership between patierds an
their clinicians (Davis, Wagner, & Groves, 2000;IlM&on, Rajabiun, & Coleman, 2007). Participamts i
our study felt that incentives motivated some pati¢o reengage in care and to become more invested
learning about treatment. In our study, incents@wyed as a tool for HIV providers to build a parthip
with patients; incentives may also be useful fariclan-patient relationships for patients with @th
diagnoses.

Clinic staff also believed that incentives helpleenh provide patients education and to correct
misperceptions about HIV, risk behaviors, and treatt effectiveness. Several participants described
clients who lacked complete information about HhNddreatment options, which impacted clients’
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abilities to make decisions about their own hed@#rcause clients attended more of their appointsnent
after the program began, clinic staff had more opmities to share information with their clients.
Additionally, providers were better able to eduadients about how to achieve viral suppressiorabse
incentives increased client interest in decreagiray loads.
Study Limitations

Our findings should be interpreted in light of stdinitations. We conducted interviews with a
purposive sample of health care providers, admatts, and social services staff from three céiriic
urban areas in Louisiana with a high prevalenddl®f In addition, implementation sites for the pram
were not selected randomly. Therefore, the viewsainnsidered here may not be generalizable beyond
these three clinics. Staff from the Louisiana Gffaf Public Health selected potential participavi®
had a variety of professional responsibilitiesdfimgs were limited to opinions expressed by clstaff
who were selected to participate and who then dgebe interviewed. Staff who did not agree to
participate may have had differing viewpoints frtirase who did. Nevertheless, we believe that the
interviews provided valuable information relatedhiie implementation of a financial incentive pragra
for PLWH.

Conclusions

The success of implementing financial incentivatsgies that are novel and have the potential to
be met with resistance by clinic staff and leadgrslepends, in part, on the perceptions of those
implementing the program. Our participants’ inittaincerns and ultimate perceptions of the program’s
value can inform future implementation of similaograms. Our interviews provided data that indidate
that most clinic staff believed the Health Modelsdntive program helped improve HIV care by (a)
providing low-income patients with financial asaiste that helped to offset other needs that could
distract them from care, (b) improving appointmieegping, (c) improving patient engagement, and (d)
incentivizing the development of new habits relateHl|V treatment and preventive care. Understamdin
this implementation context could inform futurecetk in terms of how such an intervention is intrced
to clinics through information campaigns and stefining. We also detailed important concerns ficl
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staff about the efficacy and sustainability of ttyise of program. Research should address these
guestions. We have articulated these concerngler ¢o provide a better understanding of providers’

perspectives, which can be instrumental in th@cthtction of such programs in the future.
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Key Consider ations
Financial incentive programs have improved heatdthalviors and adherence to treatment, but
implementing these programs successfully dependsrt, on provider and staff support for the
program.
In our study, some staff expressed concerns aheugthics of the program and sustainability, blut al
said that they were eventually supportive of thegpam and viewed it as beneficial for the cliniclan
for patients.
Clinic staff reported that incentives helped toldbai patient-provider partnership and to betterageg
patients in health care.
Clinics planning to implement a financial incensyerogram, whether for clients living with HIV or
other diagnoses, should address provider conceffosebimplementation and provide information

about how the program may be used to complemenidaopartnerships with their patients.
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